Background
Background Suicide prevention is a Suicide prevention is a health service priority. Suicide risk may be health service priority. Suicide risk may be greatest during psychiatric in-patient greatest during psychiatric in-patient admission and following discharge. admission and following discharge.
Aims Aims To describe the social and clinical
To describe the social and clinical characteristics of a comprehensive sample characteristics of a comprehensive sample of in-patient and post-discharge cases of of in-patient and post-discharge cases of suicide. suicide.
Method Method A national clinical survey
A national clinical survey based on a 4-year (1996^2000) sample of based on a 4-year (1996^2000) sample of cases of suicide in England and Wales who cases of suicide in England and Wales who had been in recent contact with mental had been in recent contact with mental health services ( health services (n n¼4859). 4859).
Results
Results There were 754 (16%) current There were 754 (16%) current in-patients and a further1100 (23%) in-patients and a further1100 (23%) had been discharged from psychiatric had been discharged from psychiatric in-patient care less than 3 months before in-patient care less than 3 months before death.Nearly a quarter of the in-patient death.Nearly a quarter of the in-patient deaths occurred within the first 7 days of deaths occurred within the first 7 days of admission; 236 (31%) occurred on the admission; 236 (31%) occurred on the ward, the majority by hanging.Postward, the majority by hanging.Postdischarge suicide was most frequent in the discharge suicide was most frequent in the first 2 weeks after leaving hospital; the first 2 weeks after leaving hospital; the highest number occurred on the first day. highest number occurred on the first day.
Conclusions Conclusions Suicide might be
Suicide might be prevented amongin-patients byimproving prevented amongin-patients byimproving ward design and removing fixtures that ward design and removing fixtures that can be used in hanging.Prevention of can be used in hanging.Prevention of suicide after discharge requires early suicide after discharge requires early community follow-up and closer community follow-up and closer supervision of high-risk patients. supervision of high-risk patients. Prevention of suicide is a priority for health Prevention of suicide is a priority for health services in England (Department of Health, services in England (Department of Health, 2002) . For those in contact with psychiatric 2002). For those in contact with psychiatric services the risk of suicide is at its highest services the risk of suicide is at its highest during in-patient psychiatric care and the during in-patient psychiatric care and the post-discharge period (Goldacre post-discharge period (Goldacre et al et al, , 1993; Geddes & Juszczak, 1995; Appleby 1993; Geddes & Juszczak, 1995; Appleby et al et al, 2001; Yim , 2001; Yim et al et al, 2004) . Several inde-, 2004) . Several independent risk factors have been reported to pendent risk factors have been reported to distinguish those who died as in-patients distinguish those who died as in-patients from living controls. These include involvefrom living controls. These include involvement with the police, previous suicidal ment with the police, previous suicidal behaviour, violence to property, recent behaviour, violence to property, recent bereavement and the presence of delusions bereavement and the presence of delusions (Steblaj (Steblaj et al et al, 1999; Powell , 1999; Powell et al et al, 2000; King , 2000; King et al et al, 2001 , 2001a a). Risk factors for suicide in ). Risk factors for suicide in patients discharged from in-patient care patients discharged from in-patient care include unemployment, self-harm, suicidal include unemployment, self-harm, suicidal ideation prior to admission, unplanned disideation prior to admission, unplanned discharge and lack of continuity of care (King charge and lack of continuity of care (King et al et al, 2001 , 2001b b; Yim ; Yim et al et al, 2004) . However, , 2004 ). However, the majority of previous studies have been the majority of previous studies have been based on comparatively small numbers of based on comparatively small numbers of cases of suicide and have provided limited cases of suicide and have provided limited information about the antecedents of the information about the antecedents of the suicidal act, including clinical care during suicidal act, including clinical care during the final episode of illness. This paper the final episode of illness. This paper describes a national consecutive series of describes a national consecutive series of suicides by psychiatric in-patients and suicides by psychiatric in-patients and patients who had been discharged from patients who had been discharged from hospital in the previous 3 months. The hospital in the previous 3 months. The study was carried out as part of the study was carried out as part of the National Confidential Inquiry into Suicide National Confidential Inquiry into Suicide and Homicide by People with Mental and Homicide by People with Mental Illness (Appleby Illness (Appleby et al et al, 2001) . , 2001). & Farmer, 1995; Neeleman & Wessely, & Farmer, 1995; and in official suicide statistics. In 1997) and in official suicide statistics. In this study, open verdicts were included this study, open verdicts were included unless it was clear that suicide was not conunless it was clear that suicide was not considered at inquest -for example, in deaths sidered at inquest -for example, in deaths from an unexplained medical cause. from an unexplained medical cause.
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METHOD METHOD
Identification of mental health Identification of mental health service contact service contact
Identifying details on each suicide were Identifying details on each suicide were submitted to the main hospital and comsubmitted to the main hospital and community trusts providing mental health munity trusts providing mental health services to people living in the deceased's services to people living in the deceased's district of residence. When trust records district of residence. When trust records showed that contact had occurred in the showed that contact had occurred in the 12 months before suicide, the person 12 months before suicide, the person became an 'inquiry case'. All local mental became an 'inquiry case'. All local mental health services in England and Wales reguhealth services in England and Wales regularly returned data to the inquiry. We larly returned data to the inquiry. We arranged for cases to be directly reported arranged for cases to be directly reported from units that have multidistrict catchfrom units that have multidistrict catchment areas, including regional forensic ment areas, including regional forensic psychiatry units, or that have no catchment psychiatry units, or that have no catchment area, including national units and private area, including national units and private hospitals.
hospitals.
An assessment of the accuracy of checks An assessment of the accuracy of checks by trusts, carried out in 16 trusts in northby trusts, carried out in 16 trusts in northwest England, showed that 95% of eligible west England, showed that 95% of eligible cases were identified. Missed cases arose cases were identified. Missed cases arose because of misspellings of names in trust because of misspellings of names in trust records or in personal information notified records or in personal information notified to the inquiry. As a result, a checking proto the inquiry. As a result, a checking protocol was developed and recommended to tocol was developed and recommended to trusts. trusts.
Collection of clinical data Collection of clinical data
For each inquiry case, the consultant psyFor each inquiry case, the consultant psychiatrist was sent a questionnaire and asked chiatrist was sent a questionnaire and asked to complete it after discussion with other to complete it after discussion with other members of the mental health team. The members of the mental health team. The questionnaire consisted of sections covering questionnaire consisted of sections covering social/demographic characteristics, clinical social/demographic characteristics, clinical history, details of suicide, aspects of care, history, details of suicide, aspects of care, details of final contact with services and details of final contact with services and clinicians' views on the immediate and clinicians' views on the immediate and long-term risk of suicide and suicide prelong-term risk of suicide and suicide prevention. The social and clinical items vention. The social and clinical items reflected many of the most frequently reflected many of the most frequently reported risk factors for suicide. The majorreported risk factors for suicide. The majority of items were factual; a number (e.g. ity of items were factual; a number (e.g. adherence to treatment) were based on the adherence to treatment) were based on the judgements of clinicians. In-patient status judgements of clinicians. In-patient status at the time of suicide was as reported at the time of suicide was as reported by the clinicians. The in-patient sample by the clinicians. The in-patient sample included patients who were on leave at included patients who were on leave at the time of death. Clinicians were also the time of death. Clinicians were also asked to record the date of the deceased's asked to record the date of the deceased's last discharge from psychiatric in-patient last discharge from psychiatric in-patient care. A 'post-discharge' suicide was defined care. A 'post-discharge' suicide was defined as an individual who had died by suicide as an individual who had died by suicide within 3 calendar months of this discharge within 3 calendar months of this discharge date. date.
Statistical analysis Statistical analysis
We considered those who died as psychiWe considered those who died as psychiatric in-patients and those who died within atric in-patients and those who died within 3 months of discharge as separate groups. 3 months of discharge as separate groups. Data on all other patients who died by Data on all other patients who died by suicide in the community are also presented suicide in the community are also presented for general comparison. Different clinical for general comparison. Different clinical care variables were recorded for the incare variables were recorded for the inpatient and post-discharge groups, and patient and post-discharge groups, and these data are presented separately. We also these data are presented separately. We also describe the characteristics of specific subdescribe the characteristics of specific subgroups of in-patients (observed patients, groups of in-patients (observed patients, detained patients, early and later in-patient detained patients, early and later in-patient deaths) and post-discharge patients (those deaths) and post-discharge patients (those who initiated their own discharge, those who initiated their own discharge, those who had planned discharges). who had planned discharges).
This was primarily a descriptive study This was primarily a descriptive study and we wished to quantify the precision and we wished to quantify the precision of our prevalence estimates. The main of our prevalence estimates. The main findings are therefore presented as profindings are therefore presented as proportions with 95% confidence intervals portions with 95% confidence intervals (CIs). The large sample size means that (CIs). The large sample size means that the great majority of between-group difthe great majority of between-group differences were likely to be statistically ferences were likely to be statistically significant. We therefore decided significant. We therefore decided a priori a priori that statistical testing would be used only that statistical testing would be used only for further exploration of selected differfor further exploration of selected differences between subgroups (e.g., comparing ences between subgroups (e.g., comparing early and late cases of in-patient suicide, early and late cases of in-patient suicide, comparing those who initiated their own comparing those who initiated their own discharge with those who had planned discharge with those who had planned discharges). For these comparisons, we discharges). For these comparisons, we used used w w 2 2 -tests with statistical significance -tests with statistical significance set at set at P P5 50.05. If an item of information 0.05. If an item of information was not known for a case, the case was was not known for a case, the case was removed from the analysis of that item; removed from the analysis of that item; the denominator in all estimates is the denominator in all estimates is therefore the number of valid cases for therefore the number of valid cases for each item. each item.
RESULTS RESULTS
We received notification of 20 927 deaths We received notification of 20 927 deaths by suicide, including 14 048 cases in which by suicide, including 14 048 cases in which the coroner's verdict was suicide and 6879 the coroner's verdict was suicide and 6879 open verdicts or deaths from undetermined open verdicts or deaths from undetermined cause. Of these, 5099 (24%, 95% CI cause. Of these, 5099 (24%, 95% CI 24-25) people were confirmed to have been 24-25) people were confirmed to have been in contact with mental health services in the in contact with mental health services in the year prior to death. Completed questionyear prior to death. Completed questionnaires were received on 4859 cases, a renaires were received on 4859 cases, a response rate of 95%. The findings below sponse rate of 95%. The findings below refer to these cases. refer to these cases.
A total of 754 (16%, 95% CI 14-17) A total of 754 (16%, 95% CI 14-17) individuals died during an episode of individuals died during an episode of in-patient in-patient care (approximately 180-190 care (approximately 180-190 suicides per year). A total of 1100 (23%, suicides per year). A total of 1100 (23%, 95% CI 22-24) individuals died within 3 95% CI 22-24) individuals died within 3 calendar months of discharge from psychicalendar months of discharge from psychiatric in-patient care (approximately 275 atric in-patient care (approximately 275 suicides per year). suicides per year).
Method of suicide Method of suicide
Hanging and jumping from a height were Hanging and jumping from a height were the most common methods of suicide the most common methods of suicide among the in-patient sample, accounting among the in-patient sample, accounting for two-thirds of deaths (Table 1) . Of the for two-thirds of deaths (Table 1) . Of the 236 deaths that took place on the ward, 236 deaths that took place on the ward, 174 (73%) were by hanging. The most 174 (73%) were by hanging. The most commonly reported ligature was a belt commonly reported ligature was a belt (19 cases) and the most commonly re-(19 cases) and the most commonly reported ligature point was a hook or hanported ligature point was a hook or handle (9 cases). Among the 514 patients dle (9 cases). Among the 514 patients who died away from the ward, jumping who died away from the ward, jumping from a height or in front of a moving from a height or in front of a moving vehicle was the most common method vehicle was the most common method (196 cases, 39%), followed by hanging (196 cases, 39%), followed by hanging (136 cases, 27%), self-poisoning (61 cases, (136 cases, 27%), self-poisoning (61 cases, 12%) and drowning (55 cases, 11%). 12%) and drowning (55 cases, 11%). Among the post-discharge sample, the most Among the post-discharge sample, the most common suicide methods were hanging and common suicide methods were hanging and self-poisoning. self-poisoning.
Timing and location Timing and location of suicide of suicide
There were 179 in-patients (24%, 95% CI There were 179 in-patients (24%, 95% CI 21-27) who died within 7 days of admis-21-27) who died within 7 days of admission; 236 deaths (31%) occurred on the sion; 236 deaths (31%) occurred on the ward, 399 (53%) at a distance from the ward, 399 (53%) at a distance from the hospital and 101 (13%) in or near the hospital and 101 (13%) in or near the hospital grounds. Fourteen deaths (2%) hospital grounds. Fourteen deaths (2%) occurred at an unspecified location. In four occurred at an unspecified location. In four cases, location was not known. cases, location was not known.
For cases of post-discharge suicide For cases of post-discharge suicide ( Fig. 1) , death was most frequent in the ( Fig. 1) , death was most frequent in the first 2 weeks after leaving hospital, when first 2 weeks after leaving hospital, when 337 deaths occurred (32%, 95% CI 337 deaths occurred (32%, 95% CI 29-34). Within this 2-week period, the 29-34). Within this 2-week period, the greatest number of suicides (32 individuals) greatest number of suicides (32 individuals) occurred on the first day after discharge; occurred on the first day after discharge; 397 deaths (40%, 95% CI 37-43) occurred 397 deaths (40%, 95% CI 37-43) occurred before the first post-discharge contact in the before the first post-discharge contact in the community. community.
Social and clinical characteristics Social and clinical characteristics
In-patient suicide was characterised by In-patient suicide was characterised by numerous clinical and social indicators of numerous clinical and social indicators of suicide risk (Table 2 ). These included suicide risk (Table 2 ). These included 13 0 13 0 homelessness, severe mental illness, multihomelessness, severe mental illness, multiple previous admissions and previous ple previous admissions and previous selfselfharm. In a quarter of in-patients there was harm. In a quarter of in-patients there was a history of non-adherence to a history of non-adherence to medication.
medication. The post-discharge group was similar to The post-discharge group was similar to the in-patient group but major mental the in-patient group but major mental illness was less common and alcohol and illness was less common and alcohol and drug dependence were more common. drug dependence were more common.
Clinical care Clinical care
The majority of in-patients were voluntary The majority of in-patients were voluntary patients, on a general psychiatry ward and patients, on a general psychiatry ward and under routine observation at the time of under routine observation at the time of death (Table 3) . Around a third of the death (Table 3) . Around a third of the sample (223 patients) were on agreed leave sample (223 patients) were on agreed leave at the time of suicide and a quarter (169 at the time of suicide and a quarter (169 patients) had left the ward without staff patients) had left the ward without staff agreement; in 57 (36%) of the latter group, agreement; in 57 (36%) of the latter group, this occurred while the patient was under this occurred while the patient was under non-routine (medium-or high-level) obsernon-routine (medium-or high-level) observation. In 182 cases (27%, 95% CI vation. In 182 cases (27%, 95% CI 23-30), respondents reported staff 23-30), respondents reported staff shortages at the time of death. In 184 shortages at the time of death. In 184 (25%, 95% CI 22-29), they reported prob-(25%, 95% CI 22-29), they reported problems in observation because of ward design. lems in observation because of ward design. The majority of patients were judged to be The majority of patients were judged to be at no or low immediate risk of suicide at at no or low immediate risk of suicide at last contact with staff. This included most last contact with staff. This included most of those who were on agreed leave at the of those who were on agreed leave at the time of death. time of death.
In the post-discharge group, the last In the post-discharge group, the last admission was likely to have been a admission was likely to have been a 131 131 readmission in nearly a quarter of cases readmission in nearly a quarter of cases (250 patients) and to have been of less than (250 patients) and to have been of less than 7 days' duration in nearly a third of cases 7 days' duration in nearly a third of cases (328 patients). Nearly a quarter of patients (328 patients). Nearly a quarter of patients (245) had missed their last appointment (245) had missed their last appointment and a fifth (203 patients) were out of conand a fifth (203 patients) were out of contact with services at the time of death tact with services at the time of death (Table 4) . (Table 4) .
Preventability Preventability
There were 219 in-patient deaths (31%, There were 219 in-patient deaths (31%, 95% CI 27-34) that were considered 95% CI 27-34) that were considered preventable by respondents. In-patient subgroups In-patient subgroups
Observed patients Observed patients
There were 156 patients (25%, 95% CI 22-There were 156 patients (25%, 95% CI 22-29) that were under non-routine (medium-29) that were under non-routine (mediumor high-level) observations at the time of or high-level) observations at the time of suicide, including 17 (3%, 95% CI 1-4) suicide, including 17 (3%, 95% CI 1-4) who were under constant (one-to-one) who were under constant (one-to-one) observation. There were 84 (48%) cases observation. There were 84 (48%) cases of suicide by patients under observation of suicide by patients under observation that occurred off the ward; the majority that occurred off the ward; the majority of these (74 cases, 88%) had absconded of these (74 cases, 88%) had absconded from a general psychiatry open ward. from a general psychiatry open ward.
Among those observed patients who Among those observed patients who died on the ward, 66 (73%) died by hangdied on the ward, 66 (73%) died by hanging, 5 (6%) by cutting or stabbing, 4 ing, 5 (6%) by cutting or stabbing, 4 (4%) by suffocation, 3 (3%) by self-(4%) by suffocation, 3 (3%) by selfpoisoning and 2 (2%) by electrocution; 25 poisoning and 2 (2%) by electrocution; 25 deaths (37%) occurred in a bathroom or deaths (37%) occurred in a bathroom or toilet and 24 (36%) in a single room. For toilet and 24 (36%) in a single room. For 48 (30%) of the individuals under obser-48 (30%) of the individuals under observation, there were problems observing the vation, there were problems observing the patient on the ward due to ward design. patient on the ward due to ward design. Cases of suicide in those under observation Cases of suicide in those under observation were more often seen as preventable (84 were more often seen as preventable (84 cases, 53%). cases, 53%).
Detained patients Detained patients
There were 209 in-patients (28%, 95% CI There were 209 in-patients (28%, 95% CI 25-31) that were detained under the Men-25-31) that were detained under the Mental Health Act 1983 at the time of suicide. tal Health Act 1983 at the time of suicide. Of these, 65 (31%) were under special obOf these, 65 (31%) were under special observations; 25 deaths (12%) occurred withservations; 25 deaths (12%) occurred within 7 days of admission; 132 (63%) died off in 7 days of admission; 132 (63%) died off the ward. The most common method of the ward. The most common method of death was hanging (91 cases, 44%). death was hanging (91 cases, 44%).
Early Early v v. later deaths . later deaths
Those who died within 7 days of admission Those who died within 7 days of admission differed from those who died later in their differed from those who died later in their admission. The former were more likely to admission. The former were more likely to die on the ward (40 die on the ward (40 v v. 29%, . 29%, w w 2 2 ¼8.4, 8.4, P P5 50.01), whereas the latter were more 0.01), whereas the latter were more likely to die at a distance from the hospital likely to die at a distance from the hospital (56 (56 v v. 44%, . 44%, w w 2 2 ¼7.7, 7.7, P P5 50.01). Those who 0.01). Those who died early were more likely to have been died early were more likely to have been 13 2 13 2 Post-discharge patient subgroups Post-discharge patient subgroups
Patient-initiated discharge Patient-initiated discharge
Self-discharges and discharges from inSelf-discharges and discharges from inpatient care requested by the patient were patient care requested by the patient were grouped together as 'patient-initiated grouped together as 'patient-initiated discharge' and compared with planned discharge' and compared with planned discharges. There were 305 cases of suicide discharges. There were 305 cases of suicide in the patient-initiated discharge group in the patient-initiated discharge group (28% of the post-discharge sample, 95% (28% of the post-discharge sample, 95% CI 25-31). The timing of suicide in the CI 25-31). The timing of suicide in the patient-initiated discharge group followed patient-initiated discharge group followed the pattern of the post-discharge group as the pattern of the post-discharge group as a whole, with a peak of deaths during the a whole, with a peak of deaths during the first 2 weeks after hospital discharge. first 2 weeks after hospital discharge. Compared with those who had planned Compared with those who had planned discharges, the patient-initiated discharge discharges, the patient-initiated discharge group were more likely to have a primary group were more likely to have a primary diagnosis of personality disorder (16 diagnosis ¼4.6, 4.6, P P¼0.03). 0.03). They were less likely to be subject to conThey were less likely to be subject to continuing community care ('enhanced' care tinuing community care ('enhanced' care programme programme approach, 46 approach, 46 v v. 63%, . 63%, w w 2 2 ¼27.4, 27.4, P P5 50.001), 0.001), were more likely to were more likely to have missed their last appointment (27 have missed their last appointment (27 v v. . 21%, 21%, w w 2 2 ¼4.9, 4.9, P P¼0.03), had more symp-0.03), had more symptoms at their final contact (66 toms at their final contact (66 v v. 56%, . 56%, w w 2 2 ¼7.9, 7.9, P P5 50.01) and were more often out 0.01) and were more often out of contact with services at the time of suiof contact with services at the time of suicide (29 cide (29 v v. 14%, . 14%, w w 2 2 ¼32.7, 32.7, P P5 50.001). 0.001).
DISCUSSION DISCUSSION
We have described a 4-year national sample We have described a 4-year national sample of cases of suicide among psychiatric inof cases of suicide among psychiatric inpatients and those who died within 3 patients and those who died within 3 months of discharge from psychiatric inmonths of discharge from psychiatric inpatient care. Over 180 psychiatric inpatient care. Over 180 psychiatric inpatients per year died by suicide in the patients per year died by suicide in the study period. This represented 16% of study period. This represented 16% of cases of suicide by those in contact with cases of suicide by those in contact with mental health services, and 4% of cases of mental health services, and 4% of cases of suicide in the general population. The numsuicide in the general population. The number of patients who died by suicide in the 3 ber of patients who died by suicide in the 3 months following discharge from psychimonths following discharge from psychiatric in-patient care was approximately atric in-patient care was approximately 275 per year. This represented 23% of 275 per year. This represented 23% of cases in contact with mental health services cases in contact with mental health services and 5% of cases of suicide in the general and 5% of cases of suicide in the general population. In total, therefore, around population. In total, therefore, around 450 mental health patients died by suicide 450 mental health patients died by suicide each year during or soon after ineach year during or soon after inpatient admission. This represents 39% patient admission. This represents 39% of patient suicides and 9% of general of patient suicides and 9% of general population suicides. population suicides.
The majority of cases of in-patient The majority of cases of in-patient suicide were by hanging. Around a quarter suicide were by hanging. Around a quarter died within 7 days of admission. A third died within 7 days of admission. A third died on the ward, a quarter had left the died on the ward, a quarter had left the ward without staff agreement and the ward without staff agreement and the remainder were on leave or off the ward remainder were on leave or off the ward with agreement. Around a quarter were with agreement. Around a quarter were under non-routine observations at the time under non-routine observations at the time of death, yet in almost half of these cases of death, yet in almost half of these cases the patient had left the ward. Three per the patient had left the ward. Three per cent were under high-level (one-to-one) cent were under high-level (one-to-one) observations at the time of death. The observations at the time of death. The patients in this study had high rates of patients in this study had high rates of severe mental illness and of indicators of severe mental illness and of indicators of suicide risk but most were thought to be suicide risk but most were thought to be at low or no risk at last contact with at low or no risk at last contact with staff. Around one-third of the deaths were staff. Around one-third of the deaths were considered preventable, including half of considered preventable, including half of those who died while under non-routine those who died while under non-routine observations. observations. Post-discharge suicide was most frePost-discharge suicide was most frequent in the first 2 weeks after leaving quent in the first 2 weeks after leaving hospital. Forty per cent of deaths occurred hospital. Forty per cent of deaths occurred before the first follow-up appointment. before the first follow-up appointment. Post-discharge cases had characteristics Post-discharge cases had characteristics which suggested a disrupted pattern of care which suggested a disrupted pattern of care at the time of final admission. In almost a at the time of final admission. In almost a quarter the final admission had been a quarter the final admission had been a readmission within 3 months of previous readmission within 3 months of previous discharge and in almost one-third the final discharge and in almost one-third the final admission had lasted less than 7 days. Over admission had lasted less than 7 days. Over one-quarter of post-discharge deaths one-quarter of post-discharge deaths occurred in the patient-initiated discharge occurred in the patient-initiated discharge group and there was further evidence of group and there was further evidence of disengagement from care in this group prior disengagement from care in this group prior to suicide. to suicide.
Methodological issues Methodological issues
The sample size in this study is larger than The sample size in this study is larger than has been possible in previous clinical stuhas been possible in previous clinical studies and data collection is almost complete. dies and data collection is almost complete. However, several methodological limitaHowever, several methodological limitations must be highlighted. First, this report tions must be highlighted. First, this report is a survey of clinical circumstances precedis a survey of clinical circumstances preceding suicide. Although uncontrolled national ing suicide. Although uncontrolled national studies of suicide can be informative studies of suicide can be informative (Lonnqvist, 1988 ), aetiological conclusions (Lö nnqvist, 1988 , aetiological conclusions are difficult to draw without a comparison are difficult to draw without a comparison sample. The fact that psychiatric in-patients sample. The fact that psychiatric in-patients who die by suicide have a high rate of who die by suicide have a high rate of schizophrenia, for example, does not mean schizophrenia, for example, does not mean that schizophrenia carries a higher risk in that schizophrenia carries a higher risk in this group, because schizophrenia is likely this group, because schizophrenia is likely to be common in any psychiatric in-patient to be common in any psychiatric in-patient sample. However, the findings do show the sample. However, the findings do show the groups in whom suicide must be reduced if groups in whom suicide must be reduced if a reduction in in-patient suicide is to be a reduction in in-patient suicide is to be achieved. Controlled studies of subgroups achieved. Controlled studies of subgroups of patients are currently in progress at the of patients are currently in progress at the National Confidential Inquiry. Second, the National Confidential Inquiry. Second, the information from clinicians was based on information from clinicians was based on case records and clinical judgements rather case records and clinical judgements rather than standardised assessments. However, a than standardised assessments. However, a number of suicide studies have relied on number of suicide studies have relied on similar methods (King similar methods (King et al et al, 2001 (King et al et al, , 2001a . In ). In addition, the reliability and validity of addition, the reliability and validity of Inquiry questionnaire data have been Inquiry questionnaire data have been shown to be good (Appleby shown to be good (Appleby et al et al, 1999 (Appleby et al et al, , 1999b . ). Third, the clinicians who provided the Third, the clinicians who provided the information were not masked and may information were not masked and may have been biased by their awareness of outhave been biased by their awareness of outcome. It is possible that clinicians may have come. It is possible that clinicians may have filled certain sensitive items defensively (for filled certain sensitive items defensively (for example, estimating suicide risk at last conexample, estimating suicide risk at last contact, commenting on staff shortages at the tact, commenting on staff shortages at the time of death). time of death).
Clinical implications Clinical implications
These findings suggest a number of meaThese findings suggest a number of measures that may reduce the number of deaths sures that may reduce the number of deaths by in-patient suicide. The ward environby in-patient suicide. The ward environment should be regularly reviewed and ment should be regularly reviewed and potential ligature points removed. Close potential ligature points removed. Close supervision on the ward is required for supervision on the ward is required for patients at risk in the first few days after patients at risk in the first few days after admission; this may include closer obseradmission; this may include closer observation of ward exits to prevent absconding. vation of ward exits to prevent absconding. Regular risk assessment and closer superRegular risk assessment and closer supervision at home is needed when patients vision at home is needed when patients have recovered enough to be given leave. have recovered enough to be given leave. Training of staff should include inforTraining of staff should include information about suicide risk during apparent mation about suicide risk during apparent recovery. recovery.
The findings raise particular concern The findings raise particular concern about observation on in-patient units. about observation on in-patient units. According to respondents, some wards According to respondents, some wards make observation difficult because of their make observation difficult because of their design -in our opinion, these are unsuitadesign -in our opinion, these are unsuitable for the care of suicidal people. A ble for the care of suicidal people. A substantial minority of in-patient deaths substantial minority of in-patient deaths occurred during intermittent observation. occurred during intermittent observation. This method of ensuring safety has not been This method of ensuring safety has not been subject to rigorous testing and its value subject to rigorous testing and its value must be in doubt. must be in doubt.
A high risk of suicide following dis-A high risk of suicide following discharge from in-patient care has previously charge from in-patient care has previously been reported (Goldacre been reported (Goldacre et al et al, 1993; , 1993; Geddes & Juszczak, 1995) but is largely Geddes & Juszczak, 1995) but is largely unexplained. Our findings show that within unexplained. Our findings show that within the first 3 months after discharge, suicide the first 3 months after discharge, suicide risk is not uniform. It is at its maximum risk is not uniform. It is at its maximum within the first 2 weeks after discharge within the first 2 weeks after discharge and the greatest number of suicides occur and the greatest number of suicides occur on the first post-discharge day. This pattern on the first post-discharge day. This pattern persists when patient-initiated discharges persists when patient-initiated discharges are excluded. are excluded.
Possible explanations include: a return Possible explanations include: a return to the stressors of life outside hospital; to the stressors of life outside hospital; return of insight resulting in awareness return of insight resulting in awareness of the consequences of illness; reduced of the consequences of illness; reduced supervision, leading to failure to detect supervision, leading to failure to detect relapse; withdrawal from care through relapse; withdrawal from care through non-adherence and loss of contact. Overall, non-adherence and loss of contact. Overall, post-discharge suicide appears to fit the post-discharge suicide appears to fit the risk-protection model of suicide in which risk-protection model of suicide in which risk is a balance of risk factors and protecrisk is a balance of risk factors and protective factors. In the post-discharge period, tive factors. In the post-discharge period, risk may be declining only slowly whereas risk may be declining only slowly whereas the protective influence of in-patient care the protective influence of in-patient care is fairly abruptly withdrawn. This is is fairly abruptly withdrawn. This is consistent with the finding that suicide in consistent with the finding that suicide in previously admitted patients in the previously admitted patients in the community is associated with recent community is associated with recent decreases in care (Appleby decreases in care (Appleby et al et al, 1999 (Appleby et al et al, , 1999a . ). If this is the explanation, suicide preIf this is the explanation, suicide prevention may be more likely if intensive care vention may be more likely if intensive care is maintained and withdrawn only graduis maintained and withdrawn only gradually following discharge to the community. ally following discharge to the community. This requires closer integration of inThis requires closer integration of inpatient and community mental health serpatient and community mental health services and early follow-up for patients at vices and early follow-up for patients at risk. There is also a need for better access risk. There is also a need for better access to acute services for patients in the early to acute services for patients in the early stages of relapse post-discharge. The findstages of relapse post-discharge. The findings also suggest that self-discharge by ings also suggest that self-discharge by patients known to be at suicide risk patients known to be at suicide risk should similarly be followed by more intenshould similarly be followed by more intensive after-care. Patients who discharge sive after-care. Patients who discharge themselves are by definition difficult to enthemselves are by definition difficult to engage but it is important for clinical services gage but it is important for clinical services to offer early follow-up in this group and to to offer early follow-up in this group and to avoid the 'malignant alienation' by which avoid the 'malignant alienation' by which patients and staff give up on each other patients and staff give up on each other prior to patient suicide (Watts & Morgan, prior to patient suicide (Watts & Morgan, 1994 Early follow-up in the community (within 7 days) should be provided after discharge for patients at risk, e.g. those with a history of severe mental illness or discharge for patients at risk, e.g. those with a history of severe mental illness or recent history of self-harm, and there should be assertive attempts to remain recent history of self-harm, and there should be assertive attempts to remain engaged with patients who discharge themselves. engaged with patients who discharge themselves. 
LIMITATIONS LIMITATIONS
